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xanthogranulomatous pyelonephritis mimicking
renal tuberculosis in a male childTo the Editor,
Xanthogranulomatous pyelonephritis (XGP) is a severe, un-
common form of chronic inflammatory renal parenchymal
infection, and it accounts for 0.6% of cases of histologically
confirmed chronic pyelonephritis [1]. Xanthogranulomatous
pyelonephritis occurs at any age, but ismore common among
females, particularly middle-aged women [2]. Hendrickson
et al. [3] report that it is very rare in children.
A 14-year-old boy presented with a 6-month history of
right flank pain, frequent urination, and intermittent he-
maturia and pyuria. At another hospital, he had previously
been diagnosed as having right ureteral calculi and renal
tuberculosis (TB). He was then treated with oral anti-
inflammatory and anti-TB drugs (e.g., isoniazid, rifampicin,
and pyrazinamide). His condition gradually improved after
4 weeks. However, he subsequently presented to our
institution with hematuria and pyuria that had been pro-
gressively worsening for 2 days.
On examination, he had a low-grade fever (37.5 C).
Blood analysis revealed an elevated leukocyte count
(11.2  109/L) and a decreased hemoglobin level (95 g/L).
Urinalysis showed hematuria and the presence of leuko-
cytes (24 cells per high-powered field). A urine culture
showed a bacterial count of >10,000/mL and an erythro-
cyte sedimentation rate (ESR) of 24 mm/hour. Purified
protein derivative (PPD) testing and acid-fast staining of
urinary sediment yielded positive results. Ultrasonography
and computed tomography (CT) showed right ureteral
calculi combined with renal TB (Fig. 1A). Single-photon
emission CT indicated a nonfunctioning right kidney.
The right kidney and right upper ureter were resected
and a taupe-colored stone was detected. PostoperativeConflicts of interest: All authors declare no conflicts of interest.
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aggregation of many foamy histiocytes, lymphocytes, and
plasma cells (Fig. 1B). Immunohistochemical examination
indicated CD68 positivity and foam cell PCK negativity
(Fig. 1C and D). Polymerase chain reaction (PCR) yielded
negative results for tuberculoid DNA. We concluded that
the findings do not suggest renal TB, but do support a
diagnosis of XGP. The patient was discharged 1 week
postoperatively.
Preoperative diagnosis of XGP is complicated by
nonspecific clinical and imaging features and by laboratory
findings; it is confirmed by histopathology [4]. XGP is
frequently misdiagnosed preoperatively as inflammatory or
neoplastic renal diseases [1e5]. In our patient, flank pain,
frequent urination, hematuria and pyuria, increased ESR,
PPD-positive test results, positive acid-fast stain for urinary
sediment, radiologic features, and gradual improvement
after diagnostic drug therapy led to the misdiagnosis of
renal TB.
However, the improvement in the patient after under-
going anti-inflammatory and anti-TB treatment may have
resulted from the presence of a mixed infection. A PPD-
positive test result may have been caused by TB vaccination
the patient received after birth. The positive result for
acid-fast staining of urinary sediment may indicate infec-
tion by Mycobacterium smegmatis or other acid-fast ba-
cillus rather than by Mycobacterium tuberculosis.
Intermittent hematuria and pyuria may have been caused
by urinary tract obstruction that prevented contaminated
urine from reaching the bladder or antibiotic treatment
administered prior to admission. Surgery, including ne-
phrectomy, is recommended for treating XGP. A good
prognosis can be achieved after surgical resection [5]. In
this paper, we performed open nephroureterectomy, andy Elsevier Taiwan LLC. All rights reserved.
Figure 1. (A) Computed tomography shows a high-density plot area of 0.9 cm  1.3 cm  1.8 cm in the right urinary tract. The
right renal pelvis and calyces show marked dilation and fluid accumulation. Multiple low-density lesions are aggregated in the shape
of flower petals. (B) Histological features of the resected kidney show a mixed inflammatory infiltrate with foamy macrophages,
lymphoplasmacytic inflammation, and scattered giant cells (hematoxylin and eosin stain; original magnification, 40). (C) Positive
results for CD68 (immunohistochemical stain; original magnification, 40). (D) Negative results for foam cell PCK (immunohisto-
chemical stain; original magnification, 40).
592 Letter to the Editorthe patient had a stable recovery without any relapse
during 3 years of follow up.
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